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CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APBROVED
CMB NO, 0938-0391
*1 (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY ]
STATEMENT OF BEFICIENCIES PROVIDER/SUPPLIER/CLIA COMPLETED
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: 01-~MAIN BUILDING 01
05/21/2013
TNS002 B. WING
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
2012 SHERWQOD DRIVE
APPALACHIAN CHRISTIAN VILLAGE JOHNSON CITY, TN 37801
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES & PROVIDER'S PLAN OF CORRECTION {EACH {X5)
PREFIX (EACH DEFICIENCY MUST BE FPRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG REFERENGED TO TIjE_AF’F'ROPRl&TE DEFICIENCY) DATE
N 002 | 1200-8-6 No Deficiencies N 002
During the Life Safety portion of the survey
conducted on May 21, 2013, no licensure
deficiencies wera sited under chapter 1200-8-6,
Standards for Nursing Homes,
Divisicn of Health Care Faciijos
DER/SUPPLIER REPRESENTATIVE'S SIGNATURE (XB).DATE
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